with involvement of the nasal cavity and ethmoidal sinuses. A significant mass effect with cortical buckling and lateral displacement of the medial aspects of the frontal lobes with posterior displacement of the genu of the corpus callosum was noted. The frontal horns of the lateral ventricles were splayed by the mass. Computed tomography revealed white matter hypodensity in the frontal lobes representing vasogenic edema [ Figure 5 ]. Imaging features were Sir, A 69-year-old male was brought by the family to the emergency department with a 10-month history of morning headaches, loss of smell bilaterally, memory loss, personality changes, and urinary incontinence. Blood investigations were normal. Magnetic resonance imaging (MRI) revealed 5.0 cm × 5. Letters to Editor favoring olfactory groove meningioma (OGM). The patient was transferred to the neurosurgery department, where he underwent uneventful resection of the mass lesion through the bifrontal approach. Histopathological examination of the resected tissue showed moderately hypercellular meningioma with a well-developed syncytial architecture. Tumor cells had uniform nuclear features with no mitotic figures or areas of necrosis. There was broad attachment to the dura mater. The pathological diagnosis was confirmed as OGM. After the patient was discharged, he was given regular group and individual psychotherapy. Repeat brain MRI performed after 10 months of follow-up showed no recurrence of the tumor and all psychiatric symptoms had resolved.
Meningiomas are the most common benign brain tumors accounting for 13%-26% of intracranial tumors. [1] The reported incidence is low because most meningiomas are asymptomatic. Meningiomas that compress the frontal lobes are notoriously "silent," and are thus likely to be misdiagnosed or overlooked. Meningiomas originate from the arachnoid cap cells present intracranially in varying sites. OGMs comprise 4%-10% of the intracranial meningiomas. [2] OGMs arise in the midline over the cribriform plate and frontosphenoidal suture between the crista galli and the tuberculum sellae. They are diagnosed when they cause mental disturbances and visual field defects because of its great size. [3] MRI is the modality of choice for the investigation of meningiomas, providing superior contrast differentiation and the ability to differentiate between intra-axial and extra-axial lesions. The frequent invasion of the paranasal sinuses, the possibility of cerebrospinal fluid leak, and infections are the major challenges for their surgical treatment. The goal of OGM surgery should be radical resection. Hyperostotic bone and sinus invasion are not limitations. The extent of resection of tumor invading the cranial base is associated with the recurrence rate. The recurrence rate of OGMs ranges from 5% to 41%. [4] Frontal tumors may produce incontinence of urine and feces, to which the patient may be indifferent as part of his general self-neglect; however, at an earlier stage, they may result in frequency and precipitancy of micturition. [5] Brain tumors can cause any type of psychiatric symptoms. Rarely, brain tumors can present with psychiatric symptoms without any localizing signs. It is important for clinicians to have an index of suspicion of brain tumor in patients with new-onset psychiatric symptoms, atypical presentations, and treatment resistance. [6] Psychiatric symptoms may be the only clue to the presence of a brain tumor. Benign tumors, such as meningiomas that compress the frontal lobes from the outside, may not produce any symptoms other than progressive change of personality and intellect until they are large. It is important to conduct a detailed physical, neurologic, and psychiatric examination. Patients with such tumors are often referred first to psychiatrists, and the correct diagnosis may emerge only when the tumor has grown large and has begun to displace the brain. Patients who present with these features should be screened using computed tomography or MRI to detect possible intracranial lesions (e.g., tumors, subdural hematomas, and hydrocephalus) or diseases (e.g., cerebrovascular disease) that may cause or contribute to frontal lobe syndrome. [7] Anatomical location of the tumor is an important factor in determining the nature and severity of neuropsychiatric symptoms. When a patient with no history of psychiatric disease develops a slow and progressive psychological change or atypical psychiatric presentations, organic brain lesion should be considered in the diagnosis, and brain imaging should be considered further.
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Successful treatment of bipolar disorder by resection of lung tumor: A case report
Sir,
A 38-year-old woman without previous medical history initially presented menstrual abnormality for 2 months. Later on, elated mood increased goal-direct behavior, decreased need for sleep, grandiose delusion, poor concentration, hypertalkativeness, and psychomotor agitation were followed, which required urgent hospitalization. In addition, physical examination showed hirsutism, buffalo hump, peripheral edema, and acne. Laboratory tests revealed hypokalemia, metabolic alkalosis, elevated serum levels of testosterone, and elevated serum and urine levels of cortisol. Lung atypical carcinoid tumor-induced Cushing's syndrome is a rare and complex condition and being a diagnostic challenge for clinicians. Excessive cortisol released by ectopic Cushing's disease impaired hypothalamic-pituitary-adrenal (HPA) axis, which may subsequently deteriorated cognitive function and increased risks for mood disorders. Excessive glucocorticoid exposure had a mood-changing effect, with depression being the most common presentation. [1] However, high levels of glucocorticoids did not always have a depressogenic effect. Bipolar disorder, including manic and hypomanic episodes, had been reported in Cushing's syndrome. [2] Bronchopulmonary carcinoids were considered being the most prevalent causes of ectopic Cushing's syndrome, which were separated into low-grade malignancy typical carcinoids and moderate-grade malignancy atypical carcinoids depending on the degree of mitotic activity and necrosis. [3] Compared to typical carcinoids, atypical carcinoids are extremely rare and are associated with unfavorable clinical outcomes.
Definite mechanism of bipolar disorder remained unknown, while hypercortisolemia may played important roles. Cortisol could modulate the activity of neural structures
